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nonagenarians
Stuart B. Prenner, Irene C. Turnbull, Gregory W. Serrao, Eric Fishman, Sharif
H. Ellozy, Angeliki G. Vouyouka, Michael L. Marin, Peter L. Faries
Objective: Compared with open repair of abdominal aortic aneurysms
(AAA), endovascular repair (EVAR) is associated with decreased periopera-
tive morbidity and mortality in a standard patient population. This study
sought to determine if the advantage of EVAR extends to patienSts aged
90 years.
Methods: This was a retrospective review from a prospectively maintained
computerized database. Of the 322 patients aged 80 treated with EVAR
from January 1997 to November 2007, 24 (1.9%) were aged 90. Mean age
was 91.5  1.5 years (range, 90-95 years), and 83.3% were men. Mean aneu-
rysm size was 6.8 cm (range, 5.2-8.7 cm).
Results: Mean procedural blood loss was 490 mL (range, 100-4150 mL), and
20.8% required an intraoperative transfusion. Mean postoperative length of
stay was 6.0 days, (median, 4 days; mode, 1 day; range, 1-42 days), with
33.3% of patients discharged on the first postoperative day. Amongst the
24 patients, there were 6 (25.0%) perioperative major adverse events, and
2 patients died, for a perioperative mortality rate of 8.3%. Mean follow-up
was 20.5 months (range, 1-49 months). Overall, three patients (12.5%)
required a secondary intervention, comprising thrombectomy, angioplasty,
and proximal cuff extension. No patients required conversion to open repair.
Two patients (8.3%) died of AAA rupture at 507 and 1254 days. Freedom from
all-cause mortality was 83.3% at 1 year and 19.3% at 5 years. Freedom from
aneurysm-related mortality was 87.5% at 1 year and 73.2% at 5 years. Endo-
leak occurred in five patients (20.8%), with three type I and two of indeter-
minate type; of these, two patients with type I endoleak underwent
secondary intervention at 153 and 489 days after EVAR, of which one case
was successful.
Conclusion: Our study supports that EVAR in nonagenarians is associated
with acceptable procedural success and perioperative morbidity and
mortality. The medium-term results suggest that EVAR may be of limited
benefit in very carefully selected patients who are aged 90 years.Analysis of aortic wall stress and rupture risk in patients with abdominal
aortic aneurysm with a gender perspective
Emma Larsson, Fausto Labruto, T. Christian Gasser, Jesper Swedenborg,
Rebecka Hultgren
Objective: The most commonly used predictor of rupture of an abdominal
aortic aneurysm (AAA) is the diameter; however, this does not estimate
the true risk for each patient. Why women with AAAs have an increased
growth rate, weaker aortic wall, and increased risk for rupture is yet
unclear. It is likely that geometrical and biomechanical properties
contribute to found gender differences. Several studies have shown that
peak wall stress (PWS) and peak wall rupture risk (PWRR), predicted by
a finite element (FE) analysis of AAAs derived from computed tomography* Full articles available online at www.jvascsurg.org
1078e5884/$36.00
doi:10.1016/S1078-5884(11)00391-1(CT), is a better predictor of rupture than maximum diameter. The purpose
of this study was to investigate if women with AAAs have an increased PWS
and PWRR using an FE model compared to men.
Method: Fifteen men and 15 women (AAAs 4-6 cm) were included. AAA
geometry was derived from CT scans, and PWS and PWRR were estimated
using the FE method. Comparisons were made by t test and Mann-Whitney
test.
Results: Mean age (women 73 years old vs men 71 years old) and mean AAA
diameter was similar (49.7 mm vs 50.1 mm) for women and men. PWS did not
differ for women 184 and men 198 kPa. PWRR was 0.54 (0.28-0.85) for
women and 0.43 (0.24-0.66) for men, P = .06.
Conclusion: This is the first analysis of stress and strength of the aneurysm
wall with a gender perspective. The reported higher rupture risk for women
has previously not been tested with geometrical and biomechanical proper-
ties. PWS did not differ, but the PWRR was slightly higher in women.
However, the difference did not reach statistical significance, probably
due to the small sample size. In summary, the results in the present study
suggest that differences in biomechanical properties could be a contributing
explanation for the higher rupture risk reported for female patients with
AAAs.Reproductive history in women with abdominal aortic aneurysms
Christina Villard, Jesper Swedenborg, Per Eriksson, Rebecka Hultgren
Background: The prevalence of abdominal aortic aneurysms (AAAs) differs
considerably between the sexes, illustrated by the male/female ratio 4-
6:1. Women are also reported to have a higher risk of rupture, and a poorer
outcome compared with men. The primary aim of this study was to investi-
gate if women with AAA have a different reproductive history compared with
other women. The secondary aim was to study if women with a larger AAA
differ in their reproductive history from women with a smaller AAA.
Method: This case-control study was performed in October 2009 and
included 140 consecutively monitored women with AAA and 140 with periph-
eral arterial disease (PAD) at the Department of Vascular Surgery at Karolin-
ska University Hospital, Stockholm. AAA was defined as AAA diameter >3 cm,
and women with AAA were subdivided into groups with AAA diameter 5 cm
and diameter <5 cm. A validated questionnaire was used to obtain informa-
tion about participants’ reproductive history and general health. The
response rate was 70% (n = 196).
Results: Women with AAA were smokers to a greater extent than women
with PAD (previous, 52% vs 46%; current, 46% vs 34%, P = .001). Diabetes mel-
litus was more prevalent in women with PAD (28%) than in women with AAA
(15%, P = .034). Angina pectoris occurred more often in women with AAA
(26%) than in women with PAD (11%, P = .026). No significant difference
was found between PAD and AAA women regarding statin use, treatment
for hypertension, prior myocardial infarction, and body mass index (BMI).
The 54 women with AAA 5 cm and the 44 women with AAA <5 cm were
similar in age (76 vs 76 years, P = .908) and BMI (25.7 vs 24.0 kg/m2, P =
.66). No difference was noted in the occurrence of other risk factors
between women with AAA 5 cm and women with AAA <5 cm. Mean age
at menopause was lower in women with AAA 5 cm than in women with
AAA <5 cm and in women with PAD (47.7 vs 49.9 vs 49.7 years, P = .011).
268 AbstractsApart from menopausal age, the groups had a similar reproductive history,
including hormone replacement therapy, parity, use of contraceptives, prior
gynecological surgery, and breast cancer.
Conclusion: These findings suggest that women with larger AAA reach meno-
pausal age earlier, and this could influence an earlier onset of aneurysmatic
disease or an increase in aneurysm growth. The true role of endogenous
estrogen in aneurysm development and expansion is yet to be investigated.Gender analysis of the pivotal results of the Medtronic Talent Thoracic
Stent Graft System (VALOR) trial
Benjamin M. Jackson, Edward Y. Woo, Joseph E. Bavaria, Ronald M. Fairman
Purpose: This study evaluated the differences between male and female
patients undergoing thoracic endovascular aneurysm repair (TEVAR) in
a pivotal Food and Drug Administration (FDA)-approved trial.
Methods: The Evaluation of the Medtronic Vascular Talent Thoracic Stent
Graft System for the Treatment of Thoracic Aortic Aneurysms (VALOR) study
was a prospective, nonrandomized, multicenter, pivotal trial conducted in
the United States. Patients were enrolled between December 2003 and
June 2005. Follow-up was conducted at 30 and 365 days.
Results: VALOR enrolled 115 men (58.9%; 69.3  11.7 years old), and 80
women (41.1%; 71.6  10.1 years old). Iliac conduits were used more often
in women, who had smaller diameter external iliac arteries, than in men
(38.8% vs 8.8%, P < .001). Women required more blood transfusions and
had a longer hospital length of stay. At 30 days, more major adverse events
occurred in women than in men (52.5% vs 33.0%, P = .008), with more
vascular access-related and respiratory complications. No gender-based
differences were seen in all-cause mortality or in aneurysm-related death.
The composite end point of 365-day “successful aneurysm treatment,”
defined as no aneurysm growth >5 mm at the 365-day follow-up visit
compared with the 30-day follow-up visit and absence of any type I endoleak
requiring a secondary procedure, favored women over men (98.2% vs 82.4%,
P = .004).
Conclusions: TEVAR with the Talent device provided similar rates of 365-day
mortality and morbidity for men and women. Although female patients had
higher rates of periprocedural complications, they also more often had
successful aneurysm treatment at the 1-year follow-up.Completion imaging after carotid endarterectomy in the Vascular Study
Group of New England
Jessica B. Wallaert, Philip P. Goodney, John J. Vignati, David H. Stone, Brian
W. Nolan, Daniel J. Bertges, Daniel B. Walsh, Jack L. Cronenwett
Objectives: We studied surgeons’ practice patterns in the use of completion
imaging (duplex or arteriography), and their association with 30-day stroke/
death and 1-year restenosis after carotid endarterectomy (CEA).
Methods: Using a retrospective analysis of 6115 CEAs, we categorized
surgeons based on use of completion imaging as rarely (<5% of CEAs), selec-
tive (5% to 90%), or routine (90%). Crude and risk-adjusted 30-day stroke/
death and 1-year restenosis rates were examined across surgeon practice
patterns. Finally, we audited 90 operative reports of patients who under-
went re-exploration and characterized findings and interventions. We
analyzed the effect of re-exploration on outcomes.
Results: Practice patterns in completion imaging varied: 51% of surgeons
performed completion imaging rarely, 22% selectively, and 27% routinely.
Crude 30-day stroke/death rates were highest among surgeons who routinely
used completion imaging (rarely: 1.7%; selectively: 1.2%, routinely: 2.4%; P =
.05). However, after adjusting for patient characteristics predictive of
stroke/death, the effect of surgeon practice pattern was not statistically
significant (odds ratio [OR] for routine-use surgeons, 1.42; 95% CI, 0.93-
2.17; P = .10; selective-use surgeons, 0.75; 95% CI, 0.40-1.41; P = .366).
Stenosis >70% at 1 year showed a trend toward lowest rates for surgeons
who performed completion imaging (rarely: 2.8%, selectively: 1.1%, and
routinely: 1.1%; P = .09). This effect became statistically significant for
selective-use surgeons after adjustment (hazard risk [HR] for selective-use
surgeons, 0.52; 95% CI, 0.29-0.92; P = .02). Overall, 178 patients (2.9%)
underwent operative re-exploration. Routine-use surgeons were most likely
to perform re-exploration (7.6% routine, 0.8% selective, 0.9% rare; P < .001).
An audit of 90 re-explored patients demonstrated technical problems,
the most common being flap, debris, and plaque. Rates of stroke/death
were higher among patients who underwent re-exploration (3.9% vs 1.7%;P = .03); however, this affect was attenuated after adjustment (OR, 2.1;
95% CI, 0.9-5.0; P = .08).
Conclusions: The use of completion imaging during CEA varies widely across
our region. There is little evidence that surgeons who use completion
imaging have lower rates of 30-day stroke/death, although selective use
of completion imaging is associated with a small but a significant reduction
in stenosis 1 year after surgery. We also demonstrate an association between
re-exploration and higher risk of 30-day stroke/death, although this effect
was attenuated after adjustment for patient-level predictors of stroke/
death. Future work is needed to direct the selective use of completion
imaging to prevent stroke, rather than cause unnecessary re-exploration.Effect of carotid sinus nerve blockade on hemodynamic stability during
carotid endarterectomy under local anesthesia
Marko Ajduk, Ivana Tudoric, Mirko Sarlija, Predrag Pavic, Zrinka Oremus,
Rebeka Held, and Leonardo Patrlj
Objectives: To find out whether routine carotid sinus nerve blockade with
lidocaine during carotid endarterectomy under local anesthesia results in
perioperative changes in blood pressure and heart rate.
Methods: This was a prospective, randomized, single-center study, con-
ducted in a university hospital. A total of 120 patients undergoing carotid
endarterectomy under local anesthesia were randomly assigned to three
equal groups. Patients with previous carotid endarterectomy were excluded
from the study. During the operation the carotid sinus area was infiltrated as
follows: group 1 received 2 mL of 1% lidocaine; group 2 received 2 mL of 0.9%
NaCl; and group 3 received no infiltration. The carotid sinus nerve was
spared in all patients. Blood pressure and heart rate were invasively moni-
tored during the operation and 12 hours postoperatively over the radial
artery cannula. Preoperative values were calculated as a mean of three
noninvasive measurements on the day before surgery. Data comprised of
arterial blood pressures and heart rates from 32 time point measurements
for each patient were analyzed.
Results: There was no significant difference among the groups regarding the
mean arterial blood pressures and mean heart rates during the follow-up
period. There was no significant difference among groups regarding the
number of patients that required vasoactive therapy at any time of
measurement.
Conclusions: Routine infiltration of carotid sinus area with 1% lidocaine
during carotid endarterectomy performed under local anesthesia has no
significant impact on mean arterial blood pressure and heart rate during
the operative procedure and the following 12 postoperative hours.Current strategy for the treatment of symptomatic spontaneous isolated
dissection of superior mesenteric artery
Sang-Il Min, Kyung-Chul Yoon, Seung-Kee Min, Sang Hyun Ahn, Hwan Joon
Jae, Jin Wook Chung, Jongwon Ha, Sang Joon Kim
Objective: Spontaneous isolated dissection of the superior mesenteric
artery (SIDSMA) is extremely rare. Various treatment options are currently
available, including conservative management, anticoagulation, endovascu-
lar stenting, and surgical repair. Herein, we present our experience in the
treatment of symptomatic SIDSMA.
Methods: A retrospective study was conducted on 14 consecutive patients
with symptomatic SIDSMA between January 2000 and January 2010. All
patients had acute onset abdominal pain. The decision to intervene was
based on patient symptoms and signs, as well as the morphologic character-
istics of superior mesenteric artery (SMA) dissection on computed tomog-
raphy (CT) angiography. Endovascular stenting (ES) was indicated in
patients with severe compression of the true lumen or dissecting aneurysm
likely to rupture. Self-expandable stents were placed via a right common
femoral approach. None of the patients underwent anticoagulation, and
patients who underwent ES were maintained on antiplatelet therapy for 3
months postoperatively.
Results: The median age of the study subjects was 59 years (range, 50-75
years). The median follow-up time was 27.5 months (range, 2-64 months).
Treatment included conservative management without the use of anticoagu-
lation in seven patients, ES in six, and necrotic bowel resection in one. Four
patients with severe compression of the true lumen or large dissecting aneu-
rysm underwent ES as a primary treatment. ES was additionally performed in
two patients in whom initial conservative treatment failed (increasing
Abstracts 269dissecting aneurysm at 7-day follow-up CT scan in one and a reappearance of
abdominal pain after resuming diet in the other). The median fasting time
was significantly shorter in patients with primary ES (2.5 days) than in those
managed conservatively (8.0 days). No complications associated with the
SIDSMA or ES were developed. The patency of stents was demonstrated on
follow-up CT scans up to 60 months (range, 1-60 months).
Conclusions: Conservative management without anticoagulation can be
applied successfully to the patients with symptomatic SIDSMA. Primary endo-
vascular stenting is indicated if patients have suspected bowel ischemia,
compression of the true lumen of the SMA >80%, or SMA aneurysm of >2.0
cm in diameter on initial CT scan. Endovascular stenting can also be provided
to the patients in whom initial conservative treatment failed, as a rescue
therapy.Time of year does not influence mortality for vascular operations at
academic centers
Damien J. LaPar, Castigliano M. Bhamidipati, Gilbert R. Upchurch Jr, John A.
Kern, Irving L. Kron, Kenneth J. Cherry, Gorav Ailawadi
Objective: Studies in general surgery have suggested worse outcomes due to
the presence of new trainees. We hypothesized that outcomes for vascularoperations would be equal regardless of teaching hospital status or academic
quarter within the United States.
Methods: From 2003 to 2007, 264,374 vascular operations were evaluated
using the Nationwide Inpatient Sample database. Patients were stratified
according to Non-Teaching (non-Teaching Hospital [NTH], n = 137,406),
Teaching (Teaching Hospital [TH], n = 126,968), and Teaching with Vascular
Surgery Training Program (VSH, n = 28,730) hospital status. Multivariate anal-
yses were used to examine the effect of academic quarter (AQ) on mortality.
Results: Unadjusted mortality was higher at TH compared with NTH (2.5% vs
2.0%; P < .001). Aortic and peripheral vascular operations were more
common at TH, while carotid endarterectomy (P < .001) was more frequent
at NTH (P < .001). After risk adjustment, the odds of death were significantly
(P < .001) increased for aortic and peripheral vascular operations but
were similar at both TH (1.11 [0.98-1.25]; P = .10) and VSH (1.16 [0.98-
1.37]; P = .08) compared with NTH. Importantly, AQ was not associated
with increased risk of mortality at either TH (AQ1 odds ratios [OR] = 0.95
[080-1.13], AQ2 OR = 1.08 [0.91-1.28], AQ3 OR = 1.13 [0.96-1.34], AQ4 =
Reference; P = .19) or VSH (AQ1 OR = 1.02 [0.81-1.29], AQ2 OR = 0.99
[0.79-1.25], AQ3 OR = 1.02 [0.81-1.28], AQ4 = Reference; P = .99).
Conclusions: Mortality is not significantly influenced by operative time of
year following vascular operations at academic centers. TH perform more
high-risk operations compared with NTH with similar risk adjusted
mortality.
